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OPERATIVE RELIEF OF INTESTINAL OBSTRUCTION—REPORT OF ILLUS¬ 
TRATIVE CASES. 

BY F. G. DUBOSE, M. D., SELMA, ALABAMA. 


In considering the surgical treatment of 
ileus I shall briefly review the causes, symp¬ 
toms, and diagnosis. The details or essential 
points will be brought out in the report of 
cases illustrating the varieties which have 
come under my personal observation. 

CAUSES. 

Intussupseption, volvulus, intestinal paraly¬ 
sis, strangulation (by adhesive bands), mesen¬ 
teric thrombosis, strictures, tumors and im¬ 
paction. 

SYMPTOMS. 

Severe colicky pain, obstinate constipation, 
vomiting and varying degrees of distension 
from tympanites to meteorism. The general 
appearance of the patient resembles shock; 
there is pallor, sweating, cool skin and ex¬ 
tremities, a drawn, pinched or anxious facial 
expression, thirst, dry tongue, quickened res¬ 
piration, at first a slow pulse which increases 
in frequency with the duration of the obstruc¬ 
tion, temperature normal or sub-normal, 
usually elevated after first twenty-four hours. 
Rarely ever high. After first or second enema 
which brings away bowel contents below the 
obstruction the returned water will no longer 
be colored with feces, but return clear and 
contain a white, starch-like mucus in varying 
quantities. I have found this to be a constant 
symptom and regard it as an important one. 
In the intussusseption of infants the mucus is 
blood-stained or in the evacuations blood may 
predominate. 

DIAGNOSIS. 

Sudden and severe abdominal colic, pain 
intermittent in the beginning then constant. 
Nausea and vomiting - of stomach contents 


first, then of bile, and finally in most cases 
feces. Obstinate and persistent constipation 
with either the tenesmus and bloody stools of 
intussusseption or of the evacuation of un¬ 
colored enemata with the admixture of white 
mucus. Visible peristalsis especially in the 
thin and before the advent of meteorism. Ab¬ 
domen tender and painful on pressure most 
intense over site of obstruction. A progressive 
tympanites. A general depression out of pro¬ 
portion to the severity and duration of com¬ 
plaint. 

LOCATION. 

The nearer the stomach the obstruction oc¬ 
curs the more severe the general appearance, 
and the more marked the depression, also the 
less the distension and the earlier bilious and 
fecal vomiting occurs, and the sooner indican 
appears in the urine and suppression or dimi¬ 
nution of urinary secretion follows. In duode¬ 
nal or jejunal obstruction, only bile and mucus 
may be vomited and no feces because of the 
close proximity of obstruction to the stomach. 
If located in the ilium the distension is more 
marked, fecal vomiting more pronounced, vis¬ 
ible peristalsis seen early, and step-like coils 
of intestine outlined under abdominal wall. 
Meteorism is manifest in mid-abdomen. If its 
site be in the colon, the appearance of severe 
symptoms is slower in onset and milder in 
character, meteorism most pronounced, and the 
horse-shoe shape of the distended colon may be 
seen outlined under abdominal wall. Fecal 
vomiting is a very late symptom and fre¬ 
quently absent. 

INTUSSUSSEPTION. 

Usually in infants, following some bowel 
or digestive disturbance. The most easily 
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diagnosed of all the varieties of ileus. Usual 
symptoms with the following peculiarities: A 
palpable tumor; straining and bloody or blood 
stained mucus stools; meteorism often absent. 

Case 1. C. G. Infant 9 months old, re¬ 
ferred by Dr. E. Swann, who made diagnosis 
at his first visit to baby. He brought the baby 
twenty miles through the country to the sani- 
torium. I found that the attack commenced 
at 1 :00 a. m., June 26, ’08, with vomiting, cry¬ 
ing out in pain ; stomach rejected everything 
given. Enema failed to produce a fecal stool, 
spells of straining without producing a stool 
except for a very slight bloody mucus action, 
and vomiting of stomach contents and bile con¬ 
tinued till seen by me at 10:30 p. m., at which 
time the child had a temperature of 102 and 
pulse 140, vomiting a yellowish green fluid 
strongly suspicious of bowel contents. He 
was still straining heavily with only a little 
blood stained mucus as a result. In the left iliac 
region was a slightly movable oblong tumor, 
about 2 1-2x4 1-2 inches in size. Child carried 
immediately to operating room and intestines 
brought out of abdomen through a median 
incision the dark and glistening tumor could 
easily be seen and felt, but could not be 
brought in line of incision as the mass of in- 
vaginated gut was lodged in that part of the 
colon devoid of mesentery. The ilium prox¬ 
imal to the intussusseption was collapsed and 
similar in appearance to the condition usually 
found in the bowel distal to mechanical ob¬ 
structions. The collopsed bowel was pulled on 
and came out of the invagination, first three 
feet of ilium, then the cecum,appendix, and the 
entire ascending and transverse colon and the 
greater part of the descending colon, all of 
which were held within the lower colon and 
upper sigmoid. The cecum showed two ecchy- 
motic spots and the distal half of the appen¬ 
dix was black from pressure. The collapsed 
coils became rapidly distended and puncture 
of the ilium near the cecum and evacuation of 
gases and feces was necessary before the intes¬ 


tines could be returned within the abdomen. 
Puncture opening closed by purse-string, 
ileum and cecum attached by suture to line 
of incision and appendix was brought out and 
held within the line of the incision and the 
peritoneum closed up to the appendix, the last 
stitch catching it at its base and tied; above 
the peritoneum was closed and appendix 
sutured in a similar manner. Interrupted silk¬ 
worm gut sutures penetrating all layers down 
to peritoneum completed the closure. The 
blackened end of appendix was amputated and 
a small soft rubber catheter introduced into 
its lumen, and held in by a ligature. Doing 
an appendicostomy under such circumstances 
permitted administration of nourishment per 
colon, afforded an easy means of flushing and 
evacuating the bowel, prevented the recurrence 
of invagination, and probably of a paralytic 
ileus. After a long and somewhat tedious con¬ 
valescence, the patient made a complete re¬ 
covery. 

VOLVULUS. 

This form of obstruction is found most fre¬ 
quently in the long loop of the sigmoid, and in 
the colon. It is most difficult to differentiate 
and the diagnosis is rarely made, as to the 
form or variety of obstruction, till after abdo¬ 
men has been opened. 

Case 2. Mr. R. referred to me for operation 
by Drs. Robinson and Wilkerson, of Marion, 
Ala., whose early diagnosis and urgent advice 
for immediate operation gave the patient the 
best chances for recovery and made his most 
serious condition safe by early surgery. Age 
24, single, white male, previous history of 
alternating constipation and diarrhoea, recur¬ 
rent digestive disturbances apparently mild 
and of short duration. After such an attack 
of two days duration on the 19th of August, 
1908, he had a sharp and sudden attack of 
severe abdominal pain, such as he had never 
before experienced, accompanied with nausea, 
and obstinate constipation. Usual purgatives 
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and methods ineffective, tympanites increasing 
and pain unbearable .and continuous except 
when under the influence of morphine, all 
symptoms being progressive and continuous; 
he was brought to the sanatorium August 
20, and at 2 p. m. operation was commenced. 
Gas-ether anaesthesia, right rectus incision, a 
discolored cecum, enormously distended; peri¬ 
toneal coat having several longitudinal splits 
in it, the cecum and ascending colon were the 
size of a man’s head, the transverse colon 
twisted on itself and the splenic flexure adher¬ 
ent to the posterior stomach wall. These ad¬ 
hesions were left alone. The volvulus was 
reduced, all adhesions divided here and then 
transverse meso-colon shortened by a series 
of interrupted plication sutures, peritoneal 
splits along the colon were closed by running 
Lembert sutures. At the beginning of 
the operation a rubber drain was fast¬ 
ened in the cecum to evacuate gas and 
feces, and to permit work in and inspection 
of abdominal cavity; this was made a perma¬ 
nent drain or cecostomy by other invagination 
with a series of three purse string sutures, 
after the plan of Kader’s gastrostomy. In 
closing the peritoneum the cecum was caught 
on each side of the tube to secure it in line 
of incision. A cigarette drain was inserted 
in lower angle of wound dipping down in 
pelvis. Usual dressings. Bowels moved fol¬ 
lowing day spontaneously, drain removed at 
the end of 48 hours. Tube came out on fifth 
day, fecal discharge ceased after two days and 
wound healed rapidly. Highest post-operative 
temperature 99.2 Fh. The early closure of 
fecal fistula was no doubt due to the invagina¬ 
tion of cecal wall around rubber tube. 

Case 3. Child 3 years old. Patient of Dr. 
B. B. Rogan. Previous to the sudden onset 
of abdominal pain this child was in splendid 
health. About 9 a. m., the attack was ushered 
in with sudden severe abdominal pain. Scream¬ 
ing almost continuously. Mother gave an 
enema and obtained a fecal movement, but 


the child continued to scream with pain. A 
large dose of paregoric was then given and no 
relief obtained. Dr. Rogan was called and 
saw the child first at 12 m. Child was pale, 
of anxious expression and suffering extremely. 
The doctor gave repeated enemata and ob¬ 
tained no fecal stool. Bowels distended and 
the distension was noticably rapid and pro¬ 
gressive. No nausea, temperature normal and 
pulse very quick. Removed to sanitorium 
and operation commenced at 3 p. m. At this 
time the abdomen was enormously distended, 
the skin tight and glistening. Median incis¬ 
ion, eventrating enormously distended intes¬ 
tines. Gas evacuated through puncture. The 
long loop of sigmoid was adherent to bladder 
and twisted on itself. Bowel was separated 
from bladder, untwisted and an appendicos- 
tomy done during the closure of the wound. 
The child was carried from the operating room 
to its home immediately and the recovery was 
uneventful. 

DYNAMIC ILEUS. 

Usually post-operative. A paralysis of in¬ 
testine, or neuro-muscular inhibition. “Func¬ 
tional intestinal paralysis of nervous origin 
may occur” (Nothnagel). Most frequently 
the so-called dynamic or adynamic ileus is dis¬ 
tinctly septic, traumatic or peritonitic in its 
origin. The case here presented I believe to 
be a true reflex neurosis. 

Case 4. Mrs. D., white, age 36, highly ner¬ 
vous temperament. Mother of one healthy 
child. Gradually lost weight and strength 
since birth of sixteen year old son, subject to 
weak or fainting spells, during these extreme 
weakness, pulse quick and almost impercepti¬ 
ble at wrist. June 16, ’08, operation done for 
retroversion, uterus and left tube and ovary 
bound down deep in pelvis in one large in¬ 
flammatory mass. Left ovary and both tubes 
removed, uterus suspended, appendix re¬ 
moved. At this operation comment was 
made on the pallor and thinness of the in- 



654 


SOUTHERN MEDICAL JOURNAL 


testinal walls. Nausea commenced after first 
twenty-four hours, was progressive and con¬ 
tinuous; lavage did not relieve it. After first 
fecal-stained enema, the returned water came 
away clear, on June 19 white mucus appeared 
in returned enemata. Stercoraceous vomiting 
commenced on the morning of June 21, at 2 
o’clock. Abdomen reopened at 6:30 o’clock 
the same morning. The intestines were uni¬ 
formly distended, there was no collapsed gut, 
neither adhesions nor a point of obstruction 
could be found. An enterostomy of lower 
ileum was done. She did not vomit after this 
operation and highest post-operative tempera¬ 
ture was 100.2 Fh. Loose bowel movement 
at 1:00 a. m., June 23; bowels moved by in¬ 
troducing castor oil through tube. June 25, 
light diet, and two spontaneous actions from 
bowels, and profuse leakage at enterostomy. 
Patient gained rapidly and on July 6, skin 
around fecal fistula showed signs of irritation. 
Operative closure of fistula July 8, resected 
four inches of gut and did an end to end 
anastomosis with Connell suture. Wound 
closed without drainage. Vomited once after 
this operation. An afebrile and uneventful 
convalescence ensued. Patient gaining twenty 
pounds since leaving hospital. 

SEPSIS :-USUALLY POST-OPERATIVE. 

Case 5. Price S., colored, male, age 40. 
Primary operation for an appendiceal abscess 
which had pointed at groin. Tube and wick 
drainage, incision left open. Temperature at 
time of operation 102.5, pulse 96, Feb. 27, ’06; 
same afternoon pulse 80, temperature 99; 
Feb. 28, pulse 84, temperature 99; vomiting- 
bile, nausea excessive. March 1, temperature 
99, pulse increased during day to 116, vomit¬ 
ing quantities of very acid, dark fluid. March 
3, vomiting projectile and in larger quantities 
than fluid swallowed, distinctly fecal in early 
afternoon. Pulse 120 and thready, sighing 
respiration, pinched facies and sunken cheeks 
and orbits, the picture of impending dissolu¬ 
tion. An enterostomy was done without 


anaesthesia. Intestines drained immediately 
and flushed with large‘quantities of saline so¬ 
lution through enterostomy opening. Bowels 
acted while flushing was being done. March 
4, slight improvement, some nausea and vomit¬ 
ing, temperature normal, pulse varying from 
96 to 120. March 5, convalescing henceforth 
continuously. Fecal fistula closed spontane¬ 
ously. Man at present in robust health. 

STRANGULATION. 

Hernia is purposely omitted from this dis¬ 
cussion since with but few exceptions this 
form of obstruction is easily apparent from 
its inception and is in a class by itself. 

Of four cases of intestinal obstruction 
caused by adhesive peritoneal bands which 
have come under my treatment only one was 
post-operative, the other three were from ad¬ 
hesions consequent to medically-treated ap¬ 
pendicitis. Two of this latter class were oper¬ 
ated on early and required only division of the 
adhesive bands, one was so severe that resec¬ 
tion of ten inches of ilium was necessary, all 
recovered. 

Case 6. The case here reported as illustra¬ 
tive of post-operative obstruction from an ad¬ 
hesive peritonitis is unique in my experience. 
The final outcome demonstrates the urgent 
necessity of always operating when positive 
indications arise, and the value of willingness 
to do under most trying and adverse circum¬ 
stances. A resume of the case will be given 
as its details would consume the entire time 
of the paper. She was admitted to the san¬ 
atorium Aug. 29, 1907, discharged Oct. 1, re¬ 
turned Oct. 22, discharged Dec. 10, returned 
Dec. 31, and finally discharged March 20, 
1908. She had eight operations at eight dif¬ 
ferent times, all under general anaesthesia, 
spending nine and one-half hours total time on 
operating table under ether. Three years pre¬ 
vious to this record she had a cystic left ovar) 
removed. She began this attack with a right* 
sided pelvic inflammation. The pain was sc 
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intense and so like appendicitis that a diagno¬ 
sis of coexisting salpingitis and appendicitis 
was made. Her suffering from intestinal colic 
was intense and contrary to my custom 
of not operating in the presence of early- 
acute pelvic inflammations. I advised it here, 
for I was convinced that the appendiceal in¬ 
flammation was of the greatest severitv. and 
demanded surgery. Previous to the time of 
the operation she was running a temperature 
irregular in its curve from 98 to 102 Fh. At 
the time of the operation it was 101. Chi open¬ 
ing the abdomen, the right tube was filled with 
pus, acutely inflammed, and to it a knuckle 
of ileum was adherent ; this accounted for the 
appendiceal symptoms. Ileum freed and raw 
surface whipped over with catgut. Ovary and 
tube removed. Appendectomy done, abdomen 
closed without drainage. Post-operative tem¬ 
perature higher and still of septic type. Sept. 
12, puncture and drainage of broad ligament 
abscess per vaginam. Recovery apparently 
complete Oct. 12, when she returned to her 
home. Re-admitted Oct. 22 for obstruction 
of bowels of over twenty-four hours dura¬ 
tion. Adhesive bands at point of suture in 
ileum during previous operation, widely dis¬ 
tended above and collapsed gut below obstruc¬ 
tion, bands divided and lumen opened by in- 
vaginating finger, collapsed gut did not fill and 
distended gut did not empty; enterostomy- 
done, wound closed. Fecal fistula resulting, 
it was closed by operation Xov. 12. Discharged 
apparently well Dec. 10. and returned Dec. 31. 
obstruction again, gut kinked and adherent to 
abdominal wall in line of previous incision. 
Resected four inches, end to end anastomosis 
by suture. Jan. 24, 1908, following another 
attack of obstruction when all efforts had 
failed and fecal vomiting again appeared, ab¬ 
domen, opened, excised a bad looking area of 
gut, and did an entero-enterostomy short cir¬ 
cuiting about two and a half feet of intestines 
which was covered with omental adhesions, 
divided adhesions and closed abdomen. Feb. 
12, obstruction again returned and at this op¬ 


eration thirty inches of intestine subjected to 
previous operations and including all the area 
of dense adhesions was resected. Connell su¬ 
tures and end to end anastomosis. Feb. 2o 
opened and drained an abscess in right iliac 
region arising, no doubt, from some leakage 
or soiling at last operation. Convalescence 
continuous and uninterrupted henceforth, pa¬ 
tient leaving the hospital March 20. 1908. 
Since this time die has had an attack of dys¬ 
entery, and one of cholera-morbus, but no fur¬ 
ther obstruction nor symptoms thereof, and 
has regained her normal weight. 

MESENTERIC EMBOLISM. 

Due to atheroma, endocarditis, liver dis¬ 
eases. and sepsis. Usually met with in middle 
life or old age. Symptoms those of intestinal 
obstruction, less frequently of acute perito¬ 
nitis. ( Eisendrath. i 

Case 7. Carrie G. age 54. colored, multi¬ 
para. menopause at 43. A sixty-four pound 
cystic fibro-myoma was removed by me from 
this woman 14 months previous to call on 
morning of Dec. 8. 1907. She had vomited 
continuously all night before and suffered 
agonizing pains in abdomen. Usual purgative 
enemata failed to bring on a fecal action. 
Abdominal distension excessive, uniform 
with greatest prominence just above umbili¬ 
cus. Repeated enema resulted in return of 
clear water containing flakes of white mucus. 
Removed to sanatorium and operation begun 
at 11 a. m. A distended and black coil of gut 
presented in the incision, forty inches of gut 
of this character was delivered from abdomen 
and the mesenteric vessels were thrombosed 
down to their origin from the main branches 
of the va^a intestini tenuis so that the mesen¬ 
tery in this thrombosed area wa? ligated and 
divided at its base and forty inches of inte>- 
tine resected. End to end anastomosis—Con¬ 
nell suture. Abdomen closed without drain¬ 
age. patient returned to bed in good condition. 
Pulse was quick, varying from 120 at the 
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time of the operation and increasing in fre¬ 
quency each day till the fourth day, reaching 
150 the morning before her death. The tem¬ 
perature was never over 100 Fh., and ranged 
from normal to 99, except the day following 
the operation. The death in this case was due 
to the failure of the circulation. Her bowels 
moved well Dec. 9, but nausea and tympanites 
were constant and progressive throughout the 
four days following the operation. 

In reporting these cases there are two pur¬ 
poses in view which I wish especially to em¬ 
phasize : First, the necessity for early sur¬ 
gery in all cases of sudden severe abdominal 


pain persisting for four hours or more in 
spite of the administration of drugs other 
than opiates (opiates should never be given 
till either the diagnosis is certain or till sur¬ 
gery is chosen), and appropriate physical 
treatment. 

Second, that regardless of the extreme con¬ 
dition of the patient in all cases of ileus, 
whether primary or post-operative, no one 
should be allowed to die without giving him 
or her the chances afforded by operative treat¬ 
ment. 

Selma, Ala. 



